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Process Instead of Prayer: 
Moving Toward 
Active Management 
of Patient Care 

Physicians have traditionally been skeptical of 
practice guidelines and protocols in the belief that 
they are too rigid to be relevant to the ever-chang­
ing, highly variable world of medicine, in the faith 
that good, well-trained physicians will do the right 
thing, at least most of the time. Numerous articles 
in the recent literature, however, have shown that 
especially in preventive medicine, where the po­
tent reinforcers of adverse outcomes are delayed 
and infrequent, faith and good intentions will not 
get the job done. 

Preventive care must be institutionalized. Sys­
tems must be developed in each primary care 
practice to defme a process that ensures that 
high-quality preventive care will be offered to all 
patients. 

Leininger and colleagues, l in a report spon­
sored by the American Cancer Society, have re-
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cently outlined the following steps in the process 
of developing an office system for preventive care: 
1. Writing a practice policy 
2. Auditing charts for baseline performance 
3. Developing and implementing a plan for effi­

cient delivery of preventive care 
4. Involving office staff 
5. Monitoring progress 

Carney and colleagues2 were able to show that 
such systems could be implemented in community 
practices and would result in improved delivery of 
preventive services. They emphasized fleXiblity; 
no one system will work for all practices. Never­
theless, there are components common to all sys­
tems: the need to single out which patients need 
services, the need to monitor receipt of services 
with time, the need to reinforce positive patient 
behavior, and the need to provide feedback for 
practice members. 

In this issue of the JABFP Block and Branham3 

from the Shadyside Hospital Family Health Cen­
ter eloquently describe the development of a sys­
tem to ensure complete appropriate follow-up of 
women who have abnormal Papanicolaou smear 
findings. Their story illustrates that developing 
such systems is possible and feasible, but it also de­
picts the large commitment of time and energy re­
quired. The Shadyside practice has had a system 
for implementing preventive medicine, including 
an automated tracking system, since 1985. 

The story really starts, as do most quality-im­
provement efforts and many research projects, 
with a practice audit. It is a sad fact that most pri­
vate practices and even many residency-training 
programs conduct practice audits only sporadi­
cally, if at all. In my group, Tri-County Family 
Medicine, we have been doing routine, quarterly 
audits of different topics for the past 23 years. The 
specialists we invite to these audits routinely com­
ment that they have not heard of other groups do­
ing regular practice analysis. Auditing perfor­
mance is essential to knowing what you are doing 
well and what areas need improvement. Without 
auditing practice patterns, a group is essentially 
back to practicing in the faith that good physicians 
will do the right thing. . 

At the Shadyside program, an audit in 1988 
showed 93 percent of eligible women had had a 
Papanicolaou smear in the preceding 3 years. 
Many groups would have stopped at that point 
feeling, rightly, quite good about their preventive 
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efforts. Block and Branham asked "So what?" and 
got a less-positive answer. A 1990 audit showed 
that 36 percent of women with abnormal Papani­
colaou smear results were overdue for follow-up. 
Papanicolaou smear screening is useful only if ab­
normal findings are appropriately observed and 
treated. 

Block and Branham's first attempt at improv­
ing follow-up was a traditional educational inter­
vention, which, as they reported, had limited im­
pact. Dietrich and others4 have also reported 
little change in physician behavior from purely 
educational interventions, and it is clear that such 
interventions in the absence of a systems ap­
proach do not lead to sustained change. Block 
and Branham then developed a true system that 
involved providers, nurses, staff, and patients to 
ensure appropriate Papanicolaou smear follow­
up. The reported results are impressive. Only 13 
percent of patients were overdue for follow-up af­
ter the intervention. 

Two important points should be stressed 
about practice management systems. First, a sys­
tem is a process in which specific responsibilities 
are assigned to different participants; it is not a 
collection of tools. Block and Branham used an 
impressive array of tools in their system, includ­
ing the computer-based tracking system, re­
minder letters, telephone calls, taxicab passes, and 
expedited appointments. Tools are a very useful 
and necessary part of any system, but tools alone 
do not constitute a system and will not change be­
havior. When asked whether they have a health 
maintenance tracking system, physicians fre- . 
quently respond, "Yes, we use a flowsheet." They 
are confusing having a tool, which might or 
might not be used, with having a system that 
measures and ensures compliance. . 

The second important point is that every sys­
tem must have an owner, a person who ensures 
that the system is used, that performance is rou­
tinely monitored, and who is willing and able to 
make necessary changes. Systems do not happen 
by themselves. No owner, no system. In the 
Shadyside Papanicolaou follow-up system it is 
clear from Figures 1 and 2 that Ruth Branham, 
the quality-assurance coordinator, is the owner. 
When someone decides on a follow-up plan, that 
person reports it to Ruth Branham. I have little 
doubt should that person fail to report to Ruth 
Branham, she will find him or her. She probably 
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also ensures that periodic audits and monitoring 
are completed in a timely fashion. 

I was disappointed to find that Block and Bran­
ham did not describe or discuss the cost of imple­
menting and maintaining the Papanicolaou smear 
follow-up system. Health care dollars are being 
increasingly constrained, and in most practices the 
cost of implementing new systems must be care­
fully considered no matter how worthwhile the 
goal. In a previous study done between 1990 and 
1992, we found it cost $0.78 per patient per year 
to run a computer-based health maintenance 
tracking system.5 This amount might not sound 
like much until you multiply it by 20,000 patients 
and find it equals $15,600 spent each year. All sys­
tems cost money to implement. It is important for 
readers to have an awareness of the financial im­
pact of new systems. 

Prioritizing the diseases or conditions to which 
a practice will commit its resources for developing 
management systems is another important and 
perhaps daunting task. Block and Branham de­
scribe a system for follow-up of abnormal Papani­
colaou smears, an important issue, but no more so 
than dozens of others encountered by physicians 
on a daily basis. Perhaps in an ideal world with un­
limited resources, most medical activities would 
be systematized, though it is possible physicians 
might be so overloaded with guidelines, re­
minders, monitoring reports, and meetings they 
would have little time to see patients. In the ab­
sence of unlimited time and resources, practices 
must prioritize their management activities. 

Managed care organizations tend to focus 
their energies on developing systems that manage 
such high-cost, high-volume conditions as con­
gestive heart failure and diabetes mellitus or con­
ditions included in the Health Employer Data In­
formation Set (HEDIS criteria), which the 
National Committee on Quality Assurance uses 
to create report cards for managed care plans. 

Fortunately, the HEDIS criteria include child­
hood immunizations, Papanicolaou smears, and 
mammograms, which are important conditions to 
monitor. Certainly delivery of preventive care in 
general should rank high on the list in all prac­
tices because it is the most common reason for 
primary care visits, and as mentioned earlier, the 
natural reinforcers of adverse outcomes are infre­
quent and delayed. 

Although the science of developing patient 
management systems is well established, some of 
the tools, especially computer-based tracking sys­
tems, are still evolving. The work of Block and 
Branham, Dietrich et aI, and many others has 
shown that effective systems do improve outcomes. 
All practices should be auditing their current per­
formance, prioritizing where change is most 
needed, and willing to commit the necessary re­
sources to develop systems to improve outcomes. 
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